The social expectation that women will care for family members persists despite evidence that many women have difficult or abusive past relationships with their parents and partners. Little is known about how past relationship influences the health of women caring for adult family members. On the basis of earlier grounded theory research, we tested the theory that past relationship and obligation predict health outcomes and health promotion in 236 women caregivers of adult family members. Structural equation modeling demonstrated support for the theory, with 56% of the variance in health outcomes and 11% of the variance in health promotion accounted for by the model.
ily care is based on societal assumptions that (a) the family, particularly female members, will provide both the labor and love of caring; (b) the quality of care by family members is superior to that provided by paid caregivers; and (c) family relationships are constructive by nature and, therefore, free from abuse. These assumptions are challenged by the evidence that 1 in 4 Canadian women has been abused by a conjugal partner 4 ; approximately 10 in every 1000 children experience substantiated abuse or neglect 5 ; and 17% of women have had one experience of incest before the age of 16 years. 6 The impact of this shift to family caregiving on family caregivers, particularly women, is debated in the literature. Caring is generally presented as a positive relational experience for women 7, 8 while caregiving is conceptualized in burden and stress and coping theory. 9 Although caring for adult family members has been associated with a wide range of chronic physical and mental Past Relationship, Obligation, and Health in Women Caregivers 207 health problems for family caregivers such as depression and hypertension, 2,9 some family members report improved well-being linked to personal growth and satisfaction. 3, 10 Investigation of the disparities in health outcomes of caregiving has generally focused on the effects of support (social and formal services), characteristics of caregivers (age, gender), and the cognitive and functional capacity of care recipients. The results of these investigations have been equivocal. 9, 11 Thus, predicting the consequences of caregiving for caregivers is difficult because little is known about why caregiving is deleterious to the health of some caregivers and not others.
In a grounded theory study of women's caring entitled precarious ordering, the first author found that the nature/quality of the past relationship between a caregiver and a care recipient emerged as a predictor of health consequences for women caregivers. 12, 13 Intuitively, it seems obvious that women with a history of abuse from, or conflicted relationships with the care recipient should not be expected to provide care; however, the societal belief that family care is best frequently overrides the issue of abuse. Almost no empirical research has been conducted on health consequences for women caregivers of adult family members who have abused them in the past, or with whom they have had strained past relationships. Research related to abuse in caregiving situations has concentrated on abuse of the vulnerable care recipient by the caregiver, while the implications of past abuse of the caregiver by the care recipient have been ignored.
In an attempt to address this identified gap in the literature, we conducted a quantitative study to test Wuest's substantive grounded theory with a sample of women caregivers living in a predominantly rural province of eastern Canada. The results of this investigation are summarized in this article.
THEORETICAL FRAMEWORK
According to Wuest's theory of precarious ordering, the basic social problem for caregiving women is multiple, competing, and changing demands. 13 Responses to the complexity of these demands led to negative health outcomes, called fraying connections, and defined as the physical, emotional, cognitive, relational, as well as material disorder and dissonance. 14 Fraying connections manifested in daily struggles, altered prospects, and ambivalent feelings. Daily struggles are difficulties evident in caring work, dilemmas, adversity with support systems, and conflicted relationships. Caring work was the labor of feeding, personal care, comfort, transportation, and safety of the care recipient. Consequences of the caring work for women caregivers were fatigue, burnout, and physical health problems such as hypertension, back pain, or exacerbated arthritis that varied in intensity according to the degree of dependency of the care recipient, financial resources, assistive care, and informal supports. Dilemmas resulted from competing demands that left women constantly "feeling pulled in two directions." Adversity commonly arose when women sought assistance from formal systems, which failed to help altogether, provided inadequate help, or made things worse. Seeking assistance was often a demeaning process in which women felt devalued and their dignity diminished. While the behavior of individual professionals was problematic, rules and processes in the healthcare system also worked against the provision of urgently needed resources. Finally, differences in beliefs about how the demands of care should be met resulted in varying degrees of relational conflict between caregivers and partners, family members, care recipients, employers, and helpers.
In addition, women's health was affected when their lives took unexpected new directions as a result of caring demands, resulting in altered prospects. Career, education, or vacation patterns often changed because of caregiving demands. Women became increasingly isolated because they lacked time to cultivate personal relationships. Finally, negative health outcomes manifested in ambivalent feelings that originated in the gap between 208 ADVANCES IN NURSING SCIENCE/JULY-SEPTEMBER 2007 how caring was idealized and how women actually experienced it. While caring is publicly seen as positive, connecting, and foundational to roles as daughters and partners, the demands of caring produced many discordant emotions, such as guilt, resentment, anxiety, anger, fear, helplessness, and sorrow.
Women responded to these negative health outcomes by precarious ordering, a health promotion process of taking control by setting boundaries on caring demands, 12 negotiating with helping systems, 15 and repatterning care. 16 Negotiating refers to interacting with helping systems to limit negative health consequences to the caregiver. 15 According to the extent of their disillusionment with helping systems, caregivers reframed the responsibilities of caring, becoming expert in understanding the care recipients' health problems and their management. They learned to use assertion, confrontation, manipulation, and bargaining to harness resources in the system sometimes becoming socially active in creating and advocating for services. Repatterning involved reorganizing care by anticipating and taking preventive action; setting ground rules to reduce conflicts and struggles; juggling time; and consciously choosing what to relinquish in order to meet caregiving demands while purposefully building replenishing activities into daily routines. 16 Setting boundaries entailed placing limits on the number, nature, and intensity of caring demands in order to reduce the negative health outcomes of caregiving. 12 By paying attention to their physical, cognitive, financial, as well as emotional strengths and limitations, learning to trust their own judgments, and learning to frame caring demands within their own personal philosophies, women gained a basis for making decisions whether to take on new or to modify previous caring responsibilities.
Variation in health outcomes and health promotion stemmed from women's past relationships with adult care recipients prior to assuming the caregiving role and the degree to which a sense of obligation contributed to their becoming caregivers. 12 When past relationships with care recipients were characterized by love, mutual respect, affection, and/or reciprocity, women felt more satisfaction and had fewer negative health outcomes. 12 However, women who because of obligation became caregivers for those who in the past had abused them or with whom they had previously strained relationships had poorer health outcomes and had more difficulty promoting their health. Women's sense of obligation related to their assessment of the legitimacy of the demand to care. 12 Legitimacy was based on the caregiver's perception of dependency in the person needing care, potential harm for the care recipient if caregiving was not assumed, and the expectations of others that the women would assume care. Dependency was evaluated according to care recipients' age, developmental stage, cognitive state, physical disability, and cultural or language barriers. 12 Assessment of risk for harm was based on other options for care available to the care recipient. In addition, the expectations of others, particularly those women love or perceive as expert, such as health professionals, were particularly influential in women's judgments of the legitimacy of the demand. The more legitimate the demand for care was perceived, the stronger the sense of obligation to assume caregiving.
On the basis of this grounded theory, we constructed a model of the interrelationships among the concepts of (a) past relationship with care recipients, (b) obligation to assume caregiving of an adult family member, (c) health outcomes, and (d) health promotion after assuming the caregiving role that we tested in this study (Fig 1) .
BACKGROUND

Past relationship
Empirical research about the impact of caregiver-care recipient relationship on caregivers has largely focused on current rather than past relationships. 17, 18 Although Pearlin et al 19 included elements of conflict in the past relationship in their conceptual model of caregiving and stress, empirical studies based on this model have largely ignored past relationship. Within studies of elder abuse, abuse of the caregiver by the care recipient has been identified as part of a longstanding mutually abusive relationship. 20, 21 More than 30% of 158 women caregivers of adult family members (conjugal partners or daughters) reported abuse from the care recipient that was not associated with dementia or abuse by the caregiver. 22 Phillips 22 suggested that much of the abuse of the care recipient was a manifestation of longstanding wife abuse or previous child abuse. In a qualitative exploration of caregiving patterns, Opie 23 noted that historical relationships of conflict, childhood abuse, or marital violence led to a phenomenon she called unwilling caregiving that was characterized by anger, fear, and resentment. When relationships with care recipients are poor at the outset, caregivers may feel powerless, isolated, abandoned, and hopeless, 1 which may lead to increased burden 24 or higher levels of caregiver stress. 25 The quality of prior relationships with aging parents has been linked to levels of depressive symptoms in caregiving daughters. 26 Although the effects of past relationship emerge as one dimension of the findings in caregiving research, they have not been the specific focus of any study. Montgomery and Williams 9 suggested that exploration of role relationships is essential for understanding caregiving outcomes.
Obligation
Ongoing contact and provision of assistance are commonly viewed as social expec-tations of kinship. 27 Filial obligation is rooted in a societal belief that adult children have a duty to care for their aging parents, who have a right to expect such care. In contrast, a relational approach to obligation suggests that family members negotiate their expectations of one another in the context of personal relationships over their lifespan. Empirical findings regarding how family members become caregivers suggest that obligation may be rooted in duty to care or in relationships negotiated over time. Taking on the caregiver role is motivated by love, duty, or often necessity, 28 and accepted because of gender role conditioning, family ties, closeness, lack of alternate resources, or pressure from professionals or the dependent family member. 1, 29, 30 Thus, family caregiving is not necessarily a choice, willingly assumed by caregivers, particularly women. Caregiving extracted from women through obligation may lead to hostility and emotional pain for the caregiver. 31 Higher extrinsic motivations to care such as expectations of others, guilt, and lack of choice are associated with higher levels of caregiver stress, 25 and a greater sense of filial obligation is correlated with higher depressive symptoms. 32
Health outcomes for caregiving women
Although it is well documented that caregiving affects the health and well-being of caregivers, 11, 33, 34 less is known about why the effects are deleterious for some and not for others. Some caregivers experience rewards through feelings of achievement or growth, as well as from external praise. 10, 28, 35 On the basis of the findings from the 1996 Canadian General Social Survey, Cranswick 3 reported that half of caregivers between 45 and 64 years of age reported that caregiving strengthened their relationships with care recipients and provided an opportunity to reciprocate for support received in the past. However, Merrill 30 found that only 16% of 50 caregivers of elderly reported receiving something positive from the caregiving relationship.
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Negative health consequences have been attributed to a stress reaction manifested in deteriorating physical and mental health when resources for caregiving are not sufficient to meet caregiving demands. 11 In particular, women caregivers are stressed for time and suffer adverse health effects due to increased burden. 36 Negative health effects include depression, psychological distress, lowered life satisfaction, interpersonal conflict, social isolation, sleep disturbances, exhaustion, disturbed eating patterns, higher blood pressure, and a range of physical health problems. 1, 3, 11, 28, 37 Caregivers who feel burdened or strained are also at greater risk for mortality. 34 Such health consequences are compounded when stress leads to increased health risk behaviors such as smoking, less exercise, or forgetting personal medications. 11 Health may also be affected by interference in the personal, social, or working life of the caregiver. 30, 38, 39 In addition, the financial status of caregivers may be jeopardized through work reductions or job loss, lost income, and reduced pensions. 36, [39] [40] [41] Despite the extensive findings that caregivers experience negative health outcomes, some caregivers do not. Investigations aimed at determining whether factors such as functional and cognitive levels of the care recipient, the extent of care provided, characteristics of the caregiver (age, gender, socioeconomic status), social support, and formal support services account for the differences in health outcomes for caregivers have not provided definitive answers. 9, 11, 42 
Health promotion
Health promotion is a process of increasing control over, and to improving health. 43 To reach a state of complete physical, mental, and social well-being, an individual must be able to identify and to realize aspirations, to satisfy needs, and to change and cope with the environment. 43 Health promotion goes beyond changing personal health behaviors to learning to manage in an environment with many dimensions that are beyond personal control, such as health and social policies, available services, housing choices, safety of neighborhoods, employment possibilities, and public transportation. Little research has focused on the health promotion of family caregivers, 11 and most concentrates on personal health behaviors. Self-reported personal health promoting practices include eating well, exercising, using cognitive strategies, staying busy, and resting or relaxing. 44 In an examination of health promotion among caregivers, Killeen 38 found that women caregivers, in general, tended to minimize their own needs, concentrating on meeting the demands of jobs and family members; however, older caregivers with fewer additional responsibilities were more likely to participate in health promoting behaviors. Sisk, 45 in a study of predominantly female caregivers, discovered that subjective burden (feelings about caregiving and relationship with care recipients) as opposed to objective burden (physical demands of caregiving) had the greatest influence on caregivers' ability to attend to their own health.
SUMMARY
The review of the literature suggests that the historical relationship between the caregiver and care recipient may influence the health consequences of caregiving. In addition, there is evidence that caregiving assumed from a sense of duty or obligation has negative health consequences for caregivers. The interplay among past relationship, obligation, as well as health outcome and health promotion of caregivers has not been explored. Wuest's theory of precarious ordering provides a new lens through which to investigate the differential health effects of caregiving. A strength of this theory is that the conceptual definitions of past relationship, obligation, health outcomes, and health promotion are grounded in women's caregiving experience and include properties that may have been ignored in previous research. The purpose of this study was to test the utility of Wuest's theory for predicting the health outcomes and health promotion of caregiving women.
METHODS AND PROCEDURES
A predictive correlational survey design was used to test the validity of the relationships among past relationship, obligation, health outcomes, and health promotion in caregiving women as depicted in Wuest's theory. Caregiving was defined as the work of taking care of adult family members including the provision of personal care, such as help with bathing, feeding, toileting, dressing, or administering medications, and instrumental care, such as help with transportation, shopping, laundry, finances, or arranging services. 40
Sample
A convenience sample of 255 female caregivers was recruited through community advertising (eg, posters, newspaper ads, and radio announcements). Inclusion criteria were (a) women aged 19 years or older, (b) English speaking, (c) living in New Brunswick, Canada, and (d) currently caring for an adult family member 19 years or older. Although 255 were surveyed, the analysis reported in this article is based on 236 caregivers with complete data, more than three quarters of whom were daughters. The mean age of participants was 54 years, however, their ages ranged from 25 to 81 years (Table 1) . Approximately 70% reported some postsecondary education and more than half (55%) worked outside the home. The typical care recipient was an older (mean age = 77 years), female (67%) parent (64%). Considerable variability was evident in both the duration and intensity of the caregiving roles performed by participants. Although the mean duration of caregiving was 6 years, values ranged from less than a year to 26 years. Similarly, the hours of caregiving per week ranged from less than an hour to full time (168 hours). Almost half of participants (49%) indicated that they almost always provided personal care to the care recipient. Health problems of care recipients included chronic physical health problem (80%), dementia (36%), physical disability (35%), chronic mental health problem (16%), recovery from operation or acute illness (14%), sensory problem (13%), stroke (12%), and addiction (7%). *
Conceptual definitions
Past relationship is the quality of the caregiver-care recipient relationship historically prior to the caregiver assuming caregiving and includes the degree of respect, affection, love, reciprocity, conflict, control, as well as physical, sexual, and emotional abuse.
Obligation is duty to care derived from the caregiver's assessment of the legitimacy of the demand to become a caregiver. Legitimacy is based on the caregiver's perception of dependency in the care recipient, the potential for harm to the care recipient if caregiving is not assumed, and the expectations of others, including family members, and healthcare professionals.
Health outcomes is the degree of physical, emotional, cognitive, relational, and material disorder, as well as dissonance related to (a) the daily struggles of caring work, dilemmas of conflicting demands, adversity with healthcare systems, and conflicted relationships with family, helpers, employers, and others, (b) altered prospects for the future, and (c) ambivalent feelings related to caregiving.
Health promotion is defined as the caregiver's process of taking control by setting boundaries on caring demands, negotiating with healthcare systems, and repatterning care.
Measurement instrument
The process used to operationalize each concept in the Caregiving Survey (CGS) and 212 ADVANCES IN NURSING SCIENCE/JULY-SEPTEMBER 2007 obtain preliminary evidence to support its reliability and validity in a pilot of 50 caregivers is fully described elsewhere. 46 The CGS consists of 85 items: 21 items measuring health outcomes, 33 items measuring health promotion, 20 items measuring past relationship, and 11 items measuring obligation. The response option for each item was a 5-point Likert-type scale. Additional items were added to the CGS to gather information suggested in the literature to be salient to health outcomes for caregivers. 9, 11 These included caregivers' age, employment hours, duration of caregiv-ing, weekly caregiving hours, weekly hours of help from family and formal services, and frequency of personal care given. Internal consistency of the items for the 4 subscales was supported in this sample by Cronbach α's ranging from .82 to .94 ( Table 2) . Given this, average summative scores were created for each subscale by summing participants' scores for each subscale item and then dividing by the number of items. This resulted in possible scores for each subscale ranging from 1 to 5. Higher scores represented better health outcomes, better health promotion, better past relationship, and higher sense of obligation or duty to assume caregiving.
Data collection
Approval for the study was obtained from the University of New Brunswick Research Ethics Board prior to commencing the data collection. Because the study questions had the potential to elicit information about difficult and abusive relationships among family members, Wuest and Merritt-Gray drew upon their extensive clinical and research experience with survivors of abuse in preparing the project coordinator and research assistants to administer surveys in a safe and sensitive manner.
Once a woman contacted the research team, she was screened for eligibility by the project coordinator, who explained the study, ensuring that the woman understood the range of questions that would be asked, and also answered questions. If the woman met eligibility criteria and was willing to participate, she selected a convenient time for the data collector to administer the telephone survey. At the agreed upon time, consent to proceed with the survey was verbally obtained. The data collector clarified before beginning that the woman could refuse to answer any question or withdraw from the study at any time. Surveys were conducted using computer-assisted data entry and took approximately 30 minutes to complete (median = 30 minutes; range = 17-80). After completion of the survey, each participant was mailed a $20 honorarium and a list of local caregiving and abuse services.
Analyses of data
Data analysis was conducted using SPSS, Version 14.0, and LISREL, Version 8.7. Preliminary descriptive statistics were examined to evaluate data accuracy, identify potential outliers, describe sample characteristics, and assess for violations in assumptions underlying the statistical procedures. Bivariate correlations were generated to examine the relationships among study variables and to detect potential collinearity problems among the predictor variables.
Finally, structural equation modeling, using maximum likelihood estimates, was conducted to examine the direct and indirect effects of past relationship, obligation, and characteristics of the caregiver and the caregiving role on women caregivers' health outcomes and health promotion. On the basis of Wuest's theory, several assertions were made as to the relationships among the model concepts. These assertions are depicted by the presence or absence of arrows in the model (Fig 2) . Key assertions were that past relationship would have direct effects on obligation, health outcomes, and health promotion. In addition, obligation would have a direct effect on health outcomes but only an indirect effect on health promotion (ie, through health outcomes). Health outcomes was expected to have a direct effect on health promotion. To test the effects of demographic and caregiving characteristics on the core concepts, additional arrows were inserted into the model. Variables affecting obligation were limited to participants' age and hours of outside work because obligation was conceptualized as existing prior to taking on the 214 ADVANCES IN NURSING SCIENCE/JULY-SEPTEMBER 2007 caregiving role. In the model, the extraneous or background variables were permitted to covary.
An advantage of structural equation modeling is that it differentiates between the observed (measured) variables and the underlying theoretical concepts. [47] [48] [49] Scaling for the model concepts was set by fixing the λ between each concept and its corresponding indicator at 1.0. Assigning this value indicated that for every unit change in the concept, a corresponding unit change occurred in the observed variable. Another advantage of structural equation modeling is that it permits adjustments to reflect the reliability of measures used in the model. A proportion of the variance of each indicator was, therefore, specified as error. The error assigned to the 4 subscales of the CGS was set on the basis of the observed reliability (1 − α). A 5 % error variance was assigned for the remaining indicators. This small error variance was considered reasonable because of the factual nature of these indicators and because participants had volunteered to take part in the study and the interview was conducted at a time convenient for them.
FINDINGS
As evidenced by the descriptive statistics reported in Table 2 , considerable variability was observed in participants' scores for the 4 subscales of the CGS. Bivariate correlations among the variables included in the model testing are given in Table 3 . Several statistically significant correlations were evident among participants' scores for the 4 subscales of the CGS. The strongest correlation was a moderate, negative one between health outcomes and obligation. Interestingly, few statistically significant correlations were observed between health outcomes and the variables traditionally examined in investigations of caregiving with the exception of 2 weak correlations-a positive one involving caregivers' age and a negative one with hours of caregiving. The results of the structural equation modeling suggest that the hypothesized model adequately fit the data. Goodness of fit indices were acceptable (P = .62; comparative fit index = 1.00; root mean square error of approximation = 0.00) supporting the decision to retain the model. The statistical significant standardized parameter coefficients are given in Figure 3 and Table 4 . The model explained 21% of the variance in obligation. Past relationship had a statistically significant negative effect on obligation (β = 0.43), suggesting that women with better past relationships with the care recipient were less likely to take on the caregiving role because of a sense of duty. The pathways from caregivers' age and hours of outside work to obligation were not statistically significant.
More than half (56%) of the variance in the caregivers' health outcomes was explained by the model. Obligation had a negative effect (β = −0.60) on health outcomes, indicating that women who took on caregiving because of a sense of duty tended to have poorer health outcomes. The pathway from past relationship to health outcomes was positive, suggesting that women who had a better past relationship with the care recipient tended to have better health outcomes (β = 0.19). The effect of past relationship on 216 ADVANCES IN NURSING SCIENCE/JULY-SEPTEMBER 2007 health outcomes was augmented by an indirect pathway through obligation (β = 0.26).
Only one of the pathways from the demographic and caregiving characteristics was statistically significant-women caregivers who reported more hours of caregiving tended to report poorer health outcomes. Finally, the model was able to explain 11% of the variance in health promotion. The strongest causal pathway was a positive one from health outcomes (β = 0.32). This pathway suggested that woman caregivers who re-ported better health outcomes generally reported more health promotion activity. The hypothesized pathway from past relationship was not supported by the model. Only one other direct pathway was statistically significant: hours of external help had a positive effect on health promotion (β = 0.15). Better health promotion was linked to having received more help. One notable indirect pathway was also observed going from obligation to health promotion through health outcomes (β = −0.19). This negative pathway suggests that women who took on caregiving because of a sense of duty tended to not only have poorer health outcomes but also have poorer health promotion.
DISCUSSION
Our findings provide support for the influence of past relationship and obligation on health outcomes and health promotion in caregiving women. Although characteristics of the caregiver and care recipient, as well as the caregiving situation (duration, hours of support, type of care, etc), have been the focus of much of the research related to health outcomes for caregivers, 9 their role in our model was limited. Weekly hours of caregiving had a weak negative effect on health outcomes and weekly hours of help had a weak positive effect on health promotion. Consistent with Wuest's theory of precarious ordering, past relationship affected health outcomes directly and indirectly through obligation. Our findings suggest that the more strained the past relationship, the greater the sense of obligation. Therefore, the less affection, love, respect, and reciprocity, as well as the more neglect, conflict, and abuse in the past relationship, the greater a woman feels the sense of obligation to take on caregiving.
Interestingly, in our study, the age of the caregiver did not influence the degree of obligation. We speculated that older caregivers might have a greater sense of obligation due to subscription to traditional gender roles that include a duty to care. Other researchers have observed that older women in longstanding abusive spousal relationships become caregivers because of a strong ethic of care when their partners become ill or dependent. 50 Further research is needed to identify other factors influencing the sense of obligation, since only 11% of the variance of obligation was explained by the model but obligation accounted for 36% of the variance in health outcomes. To illuminate other factors that might influence sense of obligation, we are currently conducting analysis of qualitative interviews with participants from this study who took on caregiving despite past difficult and/or abusive relationships with the care recipients.
The finding that more than half (56%) of the variance in health outcomes was accounted for by the model provides strong support for the grounded theory finding that past relationship and obligation are important predictors of health outcomes. It may be that a substantive theory, in which the salient concepts have been defined inductively from the caregivers' accounts of their experiences, has better explanatory power than broader theories often used to explain caregiving outcomes such as stress and coping. Our conceptualization of health outcomes included dimensions such as adversity with healthcare systems that often are not considered indicators of health. Study findings also provided evidence to support the reliability and validity of CGS. Results not only supported the internal consistency of subscale items for each concept (reliability), the values obtained using the CGS, as well as how they operated within the tested model, but also, for the most part, were consistent with theoretical expectations (construct validity).
One premise of Wuest's theory that was not supported by the data was that past relationship affects women's ability to engage in health promotion activities. In addition, the relationship between health outcomes and health promotion was positive rather than negative as expected. One possible explanation for these findings relates to the nature of the concept of health promotion. Health promotion is conceptualized in the grounded theory of precarious ordering not as a state but rather as a process of taking control over time. The data, from which the grounded theory of precarious ordering was constructed, were gathered through repeated interviews at different points in time. Thus, it may be more appropriate to measure health promotion longitudinally rather than at a single point in time in order to capture this fluctuation. In addition, further research with 218 ADVANCES IN NURSING SCIENCE/JULY-SEPTEMBER 2007 more homogeneous group of caregivers with respect to their relationship to the care recipient (daughter or spouses) or the health problems of the care recipient may help further our understanding of how past relationship and obligation affect particular groups of caregivers.
A possible limitation of the current research is its cultural specificity. Both the original theory and the current study were based on samples of English-speaking Canadian women living in a predominantly rural eastern province with little ethnic diversity. Further research is necessary to determine whether the findings hold for ethnically diverse samples of women caregivers living in other locales.
IMPLICATIONS FOR PRACTICE
Caregiving is a women's health issue, but the complexity of caregiving for women is poorly understood. Within the caregiving literature, the issue of women caring for family members who have previously abused them is almost invisible. Our findings reinforce earlier qualitative discoveries that some women are caregiving under these circumstances. By making explicit the strength of both past relationship and obligation as predictors of health outcomes for women caregivers, findings of this study may help nurses and other health professionals to consider this possibility routinely when assisting families with the planning and provision of care for adult family members.
The quality of past relationships is seldom explored in family caregiving situations, and some women feel powerless to refuse the material demands of caring despite the absence of tolerance, affection, or love in the relationship. Because sense of obligation may be increased when women perceive that others, particularly professionals and close family members, expect them to take on caregiving, it is important for nurses to avoid conveying that expectation. Past abuse either by partners or by parents is often a secret and/or sensitive issue and women may not be willing to disclose such past relationships to family or professionals. Our finding that health outcomes are more negative for women who accept caregiving roles out of obligation emphasizes the need for nurses to pay attention to the health of caregivers. Women already caring under these conditions may need assistance to recognize and accept the supports they need to sustain caregiving while keeping themselves emotionally safe, particularly if abuse is ongoing. By addressing these difficult, and sometimes ignored, issues, nursing care can be improved. Furthermore, exploration of a full range of options for care is vital so that women may consider alternate pathways for caregiving. Because a sense of obligation tends to be greater when no other options appear feasible, more resources and options for care in the community are necessary. Finally, study findings raise questions for policy makers regarding the assumptions upon which home care and family caregiving policies are founded. By drawing the attention of policy makers to these issues, systems for the care of adults in the community may be informed by a more complete understanding of the multiple issues inherent in family caregiving.
